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lifetime prevalence of schizophrenia is one percent; prevalence rates rise to 6 percent in urban ghettos (Farcies, 1982). However, as in the case of physical illness, most national data on prevalence of mental illness are not by socioeconomic status but by minority status. Most of these data are based on populations in public hospitals (Health Resources Administration, 1980). There is considerable evidence in the research literature for the role of social disadvantage in mental illness. Fried (1975) reviewed 34 studies that examined the relationship between social class and severe psychiatric disorders; he concluded that rates of severe mental illness are highest among lower social classes.
Two broad hypotheses are offered about increased prevalence of mental illness in lower socioeconomic groups. One is that people in poor mental health become members of lower socioeconomic classes—the social drift hypothesis (Kosa and Zola, 1975). A second is that being in a lower class puts one at increased risk of becoming and remaining ill—the social etiology hypothesis (Fried, 1975, 1982; Kohn, 1976; Lerner, 1976). Within the second hypothesis, four explanations of increased prevalence of mental illness among the socially disadvantaged have been posited: (1) increased chances of receiving a more severe diagnosis (Adebimpe, 1981; Williams, 1982), (2) greater frequency and duration of stress among the socially disadvantaged (Kohn, 1976; Dohrenwend and Egri, 1981; Strauss, 1982), (3) more restricted options for dealing with stresses (Fried, 1975, 1982; Kohn, 1976), and (4) fewer and less equal treatment resources available to the socially disadvantaged (Flaherty and Meagher, 1980; Mollica et al., 1980).
Williams (1982) has suggested that disadvantaged minorities are more likely to receive severe diagnoses. Discrimination may affect the way health professionals perceive, diagnose, and treat severe mental illness in the black population. Adebimpe (1981) has found evidence for this hypothesis in national data. The relationship between race and mental illness seems to be largely explained by socioeconomic status (Warheit et al., 1975).
Dohrenwend (1973), Kohn (1976), Lerner (1975), Strauss (1982), and others have reported that lower social class groups have more negative life-changes and that social deprivations result in more unstable and unsafe environments and more stressful family and social conditions. Brenner (1982) found evidence to support the concept that incipient tendencies toward illness are exacerbated by increased vulnerability to socioeconomic changes. Kohn (1973) has suggested that part of the explanation for these differences is that the problems faced by the poor are less alterable by individual action than are those faced by people in higher socioeconomic classes. Those who are better off can use financial and social resources to compensate for or diminish the effects of disabilities.tary restriction and immune function in mice: Response to sheep
